assistant, having a foot in both camps, was able to bring to our notice the existence of small factory outbreaks with a minimum of delay. His tactful approach to the general practitioners concerned usually enabled us to start investigations immediately and perhaps to prevent further cases occurring.
During the five-year period 353 new patients were seen. In a third of these a diagnosis of a non-occupational disease was made. Patch tests were carried out on all appropriate patients and the results read at the next clinic session. A detailed analysis of our findings is presented elsewhere (Budden et al. 1973) .
Others must decide whether a scheme of this type, modified to meet local requirements, is likely to be of value in the future. But we believe that there is an advantage, even in district hospitals, in concentrating resources and information. within one area of space and time, if the problem of occupational dermatitis is to be dealt with satisfactorily. An The first problem confronting us when it was decided to attempt to assess the personalities of our patients was the choice of a suitable questionnaire. We required one which was both short and simple, and yet at the same time reliable and well validated. It was felt that the Middlesex Hospital Questionnaire (MHQ) satisfied all these conditions.
The MHQ is a self-administered personality inventory designed to obtain in a short space of time an approximation to the diagnostic infor-mation which would be acquired by means of a much lengthier formal psychiatric examination. The overall score from the 48 questions in the inventory provides a measure of general emotionality or 'neuroticism', and in addition six subscores relating to specific traits are obtained, as follows: free-floating (nonspecific) anxiety (A); phobic anxiety (P); obsessionality (0); somatic concomitants of anxiety (S); depression (D); and hysteria (H). Full definitions of these traits, as applied to the MHQ, are given in the 'Manual of the Middlesex Hospital Questionnaire' (Crown & Crisp 1971, Psychological Test Publications, London) .
A random sample of patients, 545 men and 146 women, attending the BUPA Medical Centre for -a routine health screening examination between 1 April and 31 May 1972 were asked to complete a copy of the MHQ. The questionnaires were marked, and the results compared with those of a general practice study by Crisp & Priest (1969, unpublished) . This comparison forms the basis of a population study now in preparation (Williamson & Robinson 1973, in preparation) , but as we are interested primarily in businessmen, only the results for the men will be discussed here. The vast majority of our male patients are from top or middle management. When the mean scores for the different subtests were plotted against age, we found that obsessionality, somatic anxiety and depression showed significant upward trends, whilst hysteria and free-floating anxiety decreased significantly with age. Phobic anxiety also showed a tendency to decrease with age, but the trend was not statistically significant.
The comparison with the Crisp & Priest study (Fig 1) shows that our males score significantly higher on the A, P and H scales, and significantly lower on the obsessionality (0) scale. A high score on the hysteria scale is to be expected, as the definition of hysteria adopted by the MHQ is closely akin to that of extraversion, and the successful businessman is likely to be an outwardgoing character. Of possibly greater interest is the low obsessionality rating. It may be that the obsessional person is unable to delegate, and is more likely to become the 'stick-in-the-mud', who is happy to continue in the same routine, whereas the less obsessional, free-thinking man is more likely to achieve managerial or executive status.
The records of those patients in our sample who chose to see a doctor during the course of their visit were examined in greater detail, in order to investigate the relationship between personality and various behavioural and environmental factors. This gave us a 22 % subsample of the males (122 patients). The results are incorporated in a further study currently being undertaken (Rowson, Williamson & Robinson 1973, in preparation) . Perhaps the most interesting are those relating stress and alcohol consumption to personality. When we compared mean MHQ scores for heavy drinkers versus teetotallers, we found that the heavy drinkers scored higher in all the subtests except phobic anxiety, although the differences were not statistically significant in the case of free-floating and somatic anxiety. (A heavy drinker is defined as someone who admits to regularly imbibing more than six drinks a day, where a drink is defined as a single whisky, gin or brandy, a glass of wine or half a pint of beer.) Table 1 shows mean MHQ scores by stress. Stress was assessed by the doctor during the course of a formal examination. For all the subtests except phobic anxiety, and possibly hysteria, there is a tendency for scores to increase with increasing stress. If within each subtest the scores are ranked according to size, then the rankings are found to be significantly correlated (Kendall's coefficient of concordance, W=0.72, P <0.001). This suggests that the different traits relate to stress in a very similar manner. The results relating smoking to personality were equivocal, no specific trends being apparent.
Finally, it was decided to compare our own doctors' assessment of personality with scores on the MHQ. A comparison between those patients who chose to see a doctor and those who did not (Table 2) shows that the patients seeing a doctor scored significantly higher on phobic anxiety and depression, and significantly lower on obsesssionality, hysteria and (surprisingly) soma. From the doctors' notes, each patient was classified as showing one or more of the six traits, or else as being 'relatively normal'. No one was found to be hysterical. In Fig 2, within each 'abnormal' group the mean score for the relevant subtest is compared with the corresponding score for 'normal' patients. For example, for those patients regarded by the doctor as being obsessional, the mean score on the 0 scale is compared with the mean obsessionality score for those patients regarded as 'relatively normal'. We would expect higher scores on the abnormals. In fact, none of the differences observed is significant, and in the case of phobic anxiety the one individual regarded by the doctor as exhibiting the trait scores lower on the P scale of the MHQ than the mean value of the 'normal' patients. Using Crisp & Priest values as a norm, the doctor patients score significantly high on all subtests except obsessionality and somatic anxiety, If the doctors are successful at picking up the abnormalities, one would expect these differences to disappear in the 'relatively normal' group. Fig  3 shows that in all cases the difference is diminished, but still remains highly significant.
It would seem, therefore, that there is little agreement between our doctors and the MHQ, There may be several reagons for this. Firstly, the doctors are not conducting a strictly psychiatric interview; they assess the patient's personality during the course of a clinical examination. Also, their assessment is not tied down to the narrow spectrum of traits covered by the MHQ.
It is hoped in the near future to carry out further studies along these lines, using other personality inventories, and to incorporate one of them into our automated medical history questionnaire. Summary A sample of over 500 businessmen attending the Medical Centre were requested to complete a copy of the Middlesex Hospital Questionnaire. They were found to have high ratings on anxiety and hysteria, and a low rating on obsessionality, when compared with a general practice population. Personality was found to be related to stress and alcohol consumption, but not smoking. Discrepancies were found between our doctors' assessment of personality and scores on the questionnaire. 
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